ATTACHMENT A - PART 3

DATA ENTRY DOCUMENT SAMPLES

1. Buarial (Transit Permit) — Sample

2. Death Certificate — Sample

3. FMIS M40 — Batch Header

4. FMIS M40 - Sample

5. FMIS M42 (Goods & Services) — Batch Header

6. FMIS M42 (Goods & Services) — Sample

7. FMIS M43 {Payment Block) — Sample

8. GES (Adult Evaluation and Review Services) — Sample
9. Cancer CMS 1500 — Batch Header

10. CMS 1500 — Blank Sample (Used for Cancer and Kidney Programs)
11, Cancer UB04 (CMS 1450) NDC — Batch Header

12. Cancer UB04 (CMS 1450) — Blank Sample

13. Kidney CMS 1500 — Batch Header

14, Kidney CMS 1500 — Sampie

15. Kidney UB04 (CMS 1450) —- Batch Header

16. Kidney UB04 (CMS 1450) — Sample

17. MAP 3808 — Batch Header

18. MAP 3808 — Sample

19. STEPS/PASRR — Batch Header

20. STEPS/PASRR - Sample

21. STEPS/PASRR — Sample (with “Override” Stamp)
22. Medical Assistance UB04 (Inpatient) — Sample

23. Medical Assistance UB04 (Outpatient) — Batch Header
24. Medical Assistance UB04 (Qutpatient) - Sample
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- . Burial-Transit Permit (This permit must accompany remains to desji

e e e TR

State of Maryland / Department of Health and Mental Hygiene

trar ’ Bag, No.

1. Decedent's Name (First, Middfe, Last 2. Bate of Dealh 3. Time of Dibath

- Month Day Year M
John D. Doe Dec. 3 200811:23 pm

4a. Facility Name (¥ nol institution, give street and number) 4b. City, Town, ar Location of Death 4c. County of Death

John Hopkins Hospital Baltimore -

6. Sngial Security Number 6. Sex 7. Age {yrs. last birthday)] 1 Under 1 Year | ¥ Under 22 Firs, | 8. Date of Girih 9. Birthplace {State or Foreign
x:; M 200F 28 Yis Months | Days | Hours | M. {Month, Day, Year) Country}

123-45-678% ‘ Jan. 1, 1980 Maryland

Usiial Hesidence of Decedanl
10a. State 190b. County 19¢. City, Town or Location 104. Inside City Limits
Yes 2[]No
~Mb - L Baltimore b2 0
102, Street and Number 108 ZIp Code - " | 1Dg. Cltizen af What Gountry?
123 Main Streer 12345 U.S5.A.
11. Mari 12. Was Dieceden Everin U.S, 13. Was Decedenl of Hispanic Crigin? (Specify Yes or No- 14. Hace - Amarigar Indian,
Martal Status Anned Forces? if Yes, specify Gma?gﬂexic;rg Puér@ Ri::yan. ote) Black, White, et
ERever Martied 2077 Marded ?f E‘j{j\'e% HINo Oves FNe &
es, os ; i
3DCwidowed  4(TDivorsed  Yoar ér Dates: o Specly Specll Black
15. Decadent’s Education 16a. Decedent's Usual Occupation 16 King of Business/Industry
{Specify only highest drade completad) {Give kind of work done during most of working
idfa. DO NOT use refirad)
ElementaryrSacondary (0-12) College (1-dor 5+) .
: 5+ Mechanic Jiffy Lube

17. Fathers Nawme (First, Midole, Last }

Jobn M, Doe

18. Mother's Name (First, Middle,-Malder Surnarpe)

Sarah Lee

18z Informant's Name/Ralationship (Type. Print)

19b. Maliing Address (Skeal and Number or Rurs! Foute Nomber, City or Town, Stale, Zip Code)

Sarah DPe ~ Mother 123 Main Streat Baltimore, HD 12345

20e. Method of Dispostion

t@Bural 2 Cremaflon 3 [IRemoval from State

Al MDonation 5T Oher {Specify)

200. Location - City or Town, Stats

20b. Piace of Dispeshion (Name of H Data

cemetery, crematery or othar place} M
ec. 6. 2008 Bsltimore, HD

I

4 s 1' A s
- :

21;Sigrrlure of Funeral Senvice Licensee

22. Name and Address of Facllly Dpe Puneral Rome

A sia 56 Main Street Baltimore, MD 12345
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Authority for Burlal, Transportation, Removal, Cremation or Other Disposition

This burial permit, when completely filled nand bearing below the signature of the attending physician and funeral director,
eonstitutes authority for burlal, transportation, removal, cremation or other disposition of the deceased narned above.

The deceased named

Burial was i Section

Cemeiery of Grematory Authority Shall Fift Out Section Below

ove was buried ®eremated 01 in the cemetery or crematory named in tem 20b.

L5hig Lot \J‘ & 4 Grave 5310

inthe Gemetery or crematory register. , ]
14 Date signedw .....

or other person in charge

This buriaMransmit permit must bg' signed above by the cemetery or crematory authority. Whare there is no full-time person

in charge of the cemetery, the funeraf director may sign as sexion. £ -
. SAMPLF
P

i burial took place in Maryland this permit must be refurnad within ten days @tﬁg
Maryland Department of Health and Mental Hygtene o
Division of Vital Records

6550 Reisterstown Road Plaza

Beltimore, Maryland 21215

S )
FOR Ust

28a. Cerlifier ﬁcamfying Physiclan: Te the best of ty knowledgs, death occurred at the time, date and place, and due fo the cause(s) and manner as slated.
ﬁl;monbr 207 Medicat Examiner; On the basis of examination andfar investigatian, in my opinlon, death eccurred st the tims, date and place, and dus to the caus:

efs) ..

and marner stated.

20b. Signature and fite of centifior

23¢. Licanse number

D01234

29d. Date signad (Month, Day, Year) -

Dec. 3; 2008~

0, Namé and atidrass of persan whe completed 4ause of doath o 23a) (Typs, Print)

Jenice King, D 600 Wolfe Street, Baltimore, MD 21202

31, Date flsd (Month, Day, Year)

32. Hegistrar's Signature

»

£




Piease Type or Print in Black Indelible Ink. Ensure Al Copies Are Legible. |

State of Maryland / Department of Health and Mental Hygien F1 7
Rag.N?ﬂﬂﬂ d;}t-)aﬂ

For
< State .
1- Reglstiar Certificale of Death
R E 1. Decodents Name (First, Middla, Last) 2. Date of Derth 3. Time of Death
- Physician Morith Day Year "
R Teel Jdohn D. Doe Dec, 3 2008|1:23 pm
) F'CTE V=T 2. Fackity Name (i not institution, give strest ang number} 4b. City, Tawn, or Location of Deathi 4¢. Counly of Death
_ SRS John Hopkins Hospital Baltimore
- . 5. Social Seoyrity Number 8. Sex 7. Age (s yrs, last birthdlay)| T Undler T Year | I Unter 24 His. 8. Date of Birlhy S. Birthplace (State or Forejy
i _F_unet_'al M 2[0F geg Yrday Mornths | Days | Hours | Min. tMontis, Day, Year} Gou%l‘ry) ¢ an
- Director 123~45-6789 * Jan. 1, 1980 Maryland
2 Usual Residenca of Decadent )
g H 102, Siete 10h. County | 10e. City, Tawn or Locatien 18d. Inside City Limitg
% = .
2 & g m Baltimore Hves 20INo
& .
= o 2 [+0c. treet and Nomber 10t Zip Code 10g, Gitizen of What Gountry?
= fe]
z .
c 2% g 123 Main Street 12345 U.S.A.
g o , - - — ~ - A
11, Marital Sta 12. Was Dacadent Everin 115, 13. Was Decedentof Hispanic Origin? {Spacily Yes of Na- 14, Race - American Indian,
© E 5 E H s reed Forcas? i Yoz, spaciy Cuuanf’Maxmr?,Pugngen%n. ate.) Black, White, slc.
@ S 58 (K| tKieverMamed 20]Mariod jiven 2KINo Oves 21
% - o5, . i .
8¢t % & sOwidowed 400ioroed Yoar or Datas: 1-ves 24INo  pecit: Seecly: Black
4 e .
cl ] 'E o i5. Decedant’s Fdyeation 16a. Decedent's Usual Oceupation 16b. Kind of Business/industry
‘“3 S £ k] (Spectly oniy highest grada completed) (:'Gfr've ind orwomao#e during most of working
N EsE £ Eemeniay/secondary (0-12) College {{-dor 52 Vie. DO NUT uste setivad)
i S 5+ Mechanic : Jiffy Lube
aF
T %’5" 25 | @ |17 Father's Name (Fist, Micdie, Last) 18. Mather's Name (First, Middle, Maiden Sarmame; -
S58u3 [+4] . i
-g ‘-gé%-‘.:; ° John M. Doe Sarah Lee ;
ER - S
- & g E E 18a. Informant's Name/Relationship {Tips. Print) 15b. Malling Address (Street and Number or Aural Route Number, Gily or Tawn, State, Zip Cods)
N -— E . '
Eﬁ §§§§ Sarah DPoe — Mother 123 Main Street Baltimore, MD 12345
E T 23 20a. Method of Disposition 20b. Place of Disposition (Name of ! Dale 20¢. Locafion - Gity or Town, Stata
o g‘g =5 1{Burial 2 Cremation 3 CRemoval from State cameltery, crematory or athar place) :
:g: “£3 g $Lonation 5 L1 Other (Speaity) King Memorial Pec. 6, 200§ Baltimore, MD
L= &_; : 21 /Sigihtwre of Funarar Servios 34 22 Name and Address of Fecilty Dge Funeral Home
m 2EEES ; ' » i
ESEsd {’ s /1 g 56 Main Street Baltimore, MD 12345
2333l Enlar thedlisease, or complications that caussd the deamm. i de of dying, i i ] rximat
whas, oar Iluerg?eLlst o gln%acg{f:e hat ;.aag‘_'sehclll ri_e 2ath. Do not entar tha made of dying, such as cardiae or raspiratory arrest, ?ﬁg" a{rélg t:reen
tmmedfate Cause (Pha! . L Onset and Death
chaease or condiin a._Chrounic Obstructive PulmonaryiDisease
v DBue to {or as a consequance afj: . ol
Asthma v
SC{im e,
g gequel'leﬂa%w Elstt ﬁwiﬁgﬂ?‘ e Due to (or [ ofy v h
any, ng 1o IMme: as a consgquence N
) = E A, Epterg Urderfyin jree : o vt
2 £ | Cause (Disesse or irjury .
8 e E @ | that mtiated svems C. § N
= g g = 4 resulting in death} Last Uue to {of as a canssquence of): il T ;
= - - ——e
w 2 52 g l W
~ o £2 |® d § "
8 § n.s g e - e - . :
x 5 28 2 [rrevae T (M}
3 E g ﬁ = | 26h. Was decedent pregnant 2301 yes, outcome pf pragnaricy ' 2834, Dats of dellvary
mE 25 |& in the pest 12 monte? 1Uve bith  2[JFetal death  3[3Fctopic pragmaney Mot D Yoar
, & 8 % o 10ves 200 4F'mgnanl at timg of daath 5[ 0ther (s 1. Y
Q § i-§ % 80 Unknown S 5 ﬂ A -m:
oS 28 . : =
ﬂ: & 'g %’ i Part . Olher signifig esuing in the underlying cails . in Partd, 23a. Did tobasce use coniribute 10 the cause of daath?
L] b (e . T, s £
v g ) ‘%3 e v | B HHres z0OmMe  any Probably 4 [JUnknown
g B §: |2 ) ‘ =
Q = o |2 3 . ” 24a Was an 24b. Ware autopsy findings available
@ f E ?, "E" r ‘\} autopsy prior to CO[?]p eilon ?J? cause of
o £ 28 lo o - perforgﬁ? dﬁlh?
T - & % [&] ,Q [ 11 Yes No 1&Yes 2[JNo
B ES 25. Was case referrod to medi o ¥ !
£ 3 55 | | 25 i gassreferrod to medial i, ATy 28. Plage of Dealh {Check only ane)
» 2 2s | @ 0ves  ZKifo P Kainpatient  201EROUpatent 3L DOA {Qﬁ'er' 400 Nursing Homa 50 Residencs 6 Cother @peoify)
=] f; % Fud = 27. Manner of Daath 28a. Date of fgury 28k, Time of 28c. WU%at 28d. Describe how injury oacurred
EZ 35 15| 1KNews  53Pending {Month, Day Year} Injury o .
,g 5 £:% E 207 Accigent investigation - M 10Yes 2[INo
z2s i E[Conly not be P
- %58 g 3L] Suickle 28e. Place of injury . At home, farm, street, factory, off 28 Location (Strest and Number or Rural Foute Number,
E ; & g £ = 4 CHomicide Cetemmined buliding, ¢ c.m(specif;;? ¥ office City or Town, Seateg o
— -
Eprs 18 , :
I3 _é’ BT ® | 29a. Gedifier &ertlrylng Physician: To the best of my knowledge, death accurred at the time, date and place, and due i the cause(s) and manner as stated. _
22 B 2 Checkonf  27] Modical Examiner: On the basis of i 1andror i igation, i my apinion, desth oceurred at the time, date and placs, and dug to the cause(s)
2fgs (B p and slale,
E _§ E g = 29b;.-"_ Signgture and tills of cerlifler ; 29c. License aumber 29d. Date signed (Montk, Day, Year)
# w )
L AAn il \f’[lz‘ﬂmﬂ D01234 Dec. 3, 2008
20 o i hedrass of person whofodmpieted Gause of death (em 232) (Type, Prind
Janjce King, 00 Wolfe Street, Baltimore, MD 21202

- State

Regisirar
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BATCH HEADER SHEET
EXPENSES
'DATE _/ /.

o BATCH AGENCY M40

{.s;,i;k,'

. TOTAL

"TSTD JOB : FMIS EXP (PGM-03 new format)

——

| BATCH NAME : FEXP - M40




3

EXPENSE REPORT ) nawe _ EA 422677 ..
: . SOGIAL | STATE OF MARYLAND _
PLEASE CHEGK APPROPRIATE m_.oox____" APPLICABLE ﬂ SEC. NG, . DEPARTMENT OF HEALTH & MENTAL HYGIENE
, VENDOR NO. , o FROM fe ' TH ! /
NEW NAME L Mo.” DAY YR mc MO, DAY YR,
NEW ADDRESS . a . ADDRESS I herghy cenlify that ail expenditures listed hereon are trus and correct and
. were necessary and reasonable to accomglish the agma:am of the tip.
FIRST TIME SUBMISSION Q oY
STATE - . |
EMPLOYEE DATE
NOTE: SEE BACK FOR INSTRUCTIONS A : : . SUPEAVISOR BATE
ON COMPLETION OF FORM ‘ _
ey , m_mo?%vmoe.z.
, i [ 1 1 L1 1 : : N
PRIVATELY OWNED 8 S I B S I I | A I I
 VEHICLES ONLY S O [ R A | 1 1 1 1
_ ODOMETER LESS | OFFICIAL ! I | P 0 1 b f 1 | I N S N
oate ——EADNGS COMMUTE| _ MEES TE ™ | MILEAGE |BREAKFAST] LODGING| TAXI |~ DALY EXPLANATION OF EXPENSE
. START | FiNIsH | MLES | TRAVELED DATE feioms—|.PARKING |LUNCH | reaisarion | PHONE |+ TOTAL * AND/OR PURPOSE OF TRAVEL
TIME TOLLS | DINNER | TIPS |* F
= e ———— e — — e
M B L T |
P 1L R P -
T IB T - 7 m
M B L T ¥ o
P I R P * i
T D T - : m
M B L T ¥ m ,
P L R P . o
T D T - > a .
M B8 L T g s |
P L A P 3 G i
T D T . v
M B L T ¥ !
P L A P .
T D T : :
M B L T * '
P L R P . g
T D T - - -
M. B L T ¥
P L R P - ;
TOTAL MILEAGE M = M : : . 5
@ TOTAL EXPENSES |
e (- )| Deduct Advance (f Applicable)
DM — 3 (Rev. ) _ Amount Due Employee / A,UI_SIV

OhW



 BATCH HEADER SHEET
- GOODS & SERVICES

DATE: L2007

BATCH AGENCY M42

, TOTAL | oY PE %/‘34@2/5'%
[

STD JOB: FMIS - SERV (PGM4)

BATCH NAME: FSER - M42 JQE A

(et g .




| REF DOC NUMBER—

FMIS AH1

50 CUMENT NUMBER - vz O

(8 CHARACTERS[{L)

GOODS OR SERVICES RECEIVED 8L 3691 ® F ol
- |F | N,
Quantjty & Quality O. Ko Y| D
NOT SUBIECT (o approva! of State Purchasmg Bureay | E
INVOICE. DATE  (2) DUE DATE | SERAMER RECEIVEND)|
\/[onth Day_ Year Month ' Day f Year J Month ’ Day f Year _
O 1eXl T 1 o oo o

VENDOR NUMBERAMC ® O

(INVOICE DESCRIPTION (30 Characters) @

| INVOICE NONAME(T) (14 Characters y

/52 3557&35/@00 3”[4%ﬁMn 4§nwén ]

I SORU

REASON FOR DELAY

T B
7{ .
f

|
Price and extensions checked. pavment not requested N
previously for items included-in this invoice
o Depanmem ofHeaIth and \ffental Hvolene |
By /ﬂ /0/ ﬁ/ O/V _
| rca @ | aoms AMOUNT IR |

£ 0817

W660G

0870




OFFICE OF THE CHIEF LEDICAL EXAMINER
STATE OF MARYLAND :

111 PENN STREET

BALTIMORE, MD 21201
(410} 333 — 3250

Document Number

_Ref Doc Number

Appropriation Year
Invoice Date
Due Date

Serv. Merc Received Date

ygndor Number

* Mail Code

~ PCA
Agency Object |
Total

Invoice Number

_ Invoice Description

INTERFACE
PAYMENT BLOCK

vz 002069
2003

08/11/2003

8/27/2003

© 08/19/2003

v = e T

PRI

'(-_)00'

C101G

0299

125,00

OBIi 172003

ME / FI

: August 19, 2003

Signature\;lj// UM W) {/p/»{//{/ﬂ/// . Dat




GE S

DEPARTMENT OF HEALTH AND MENTAL HYGIENE
OFFICE OF HEALTH SERVICES
DIVISION OF LONG TERM CARE
ADULT EVALUATION AND REVIEW SERVICES

(See Reverse for Code Sheer)

(1) DATEOFREFERRAL ___ /__ _/__ (2) TYPE OF SERVICE (ycounty /[
’ MONTH DaTE YEAR -i&R 3-CONSULTATION :
2-EVALUATION
(4> REASON FOR REFERRAL {SELECT AT MOST @ 1__ ___ (5 REFERRALSOURCE ___ /
( See Code Sheet ) #1 # {See Code Sheel)
(6) MA 1-CERTIED 2-APPLICATIONINPROCESS 4-INELIGIBLE O-UNKNOWM
(7) NAME . (8) DATEOFBIRTH ___ / /|
LAST FIRST ML - )
{9) HOME ZIF CODE (10} LOCATION DURING EVALUATION ___/
. . (See Code Sheet)
{CIRCLE ONE) [Cirele alf taf apph))
(11} RACE (12} SEX (13) MARITAL STATUS (14)MERFCAL {15)OT'HER
COVERAGE HEALTH
. _ COVERAGE
L-WHITE © 1-MaLE 1-NOW MARRIED . l-m 1-NO
2-BLACK/AFRICAN AMERICAN - 2-FEMALE 2-WIDOWED 2-QMB 2-yE8
3-AMERICAN INDIAN O-UNKNOWN 3- DIVORCED 3-5LMB. 9-UNKNOWN
4-ASIAN ’ 4-SEPARATED 4-MEDICARE
S-HISPANIC/LATING " 5-NEVER MARRIED G-UNENOWN
G-QTHER 9-UNKNOWN
9-UNKNOWN ’ ’
AERS STAFF/CONSULTANTS  #CONFERENCES HON SITE VISITS WTELEPHONE CALLS (OPTIONAL)
NURSE ~(16) (17 (18) '
SOCIAL WORKER (19) {20) {21)
PHYSICIAN C(22) SRR 1) @)
PSYCHIATRIST . (25) (26) 27)
PSYCHOLOGIST (28) 29) (30)
RECOMMENDED ACTION (USE CODES A B AND €) CURRENT STATUS {USE THE FOLLOWING CODES)
(31) (32)___ " 7B-SERVICEPROVIDED
(33) _ ‘ (34) 79-REFERRED
(35) (36) 92-AWAITING SERVICE
37) e (8 __  oinwomis
39 (40) 94-FAMELY DECLINED

95-PATIENT DECLINED
O8-NOT AVAILABLE

(41) DISPOSITION (CIRCLE, ONE) (42) CLOSING RESIDENCE . —_—
_ ! ' ( SELECT FROM CODES 4 OR B)
I-REMAIN IN COMMUNITY (43)CLOSINGDATE __ __ /1 _
2-REMAIN N INSTITUTION . Month Day Year
3-ADMIT TO INSTITUTION
4-DISCHARGE TO COMMUNITY - (44) TYPE OF INTERVENTION 1-STEPS___ 2-PASRR____ 3-OmHsR___
5-MOVED OUT OF AREA '
6-EXPIRED - (45)LOCALUSE

DIBMH 848 F00revised




DHMH DATA ENTRY
WORK REQUEST

BREAST AND CERVICAL CANCER

Document Title/Name: CMS 1500 FORMS
Data Entry Standard Job: CANHIC09
Data Entry Batch Name: P057

Date Delivered to Data Entry: 09/ 25 /2009

Number of Documents: 2

Fiscal Year: 201

e —

Date Batched: 09/ 25 /2009

Prepared by: GPA

OUTPUT TO FILE:

ENTER VERIFY
I. /_J 1. I/

ﬁ DATE RECEIVED BY DATA ENTRY H




HEALTH INSURANCE CLAIM FORM

AFPROVED BY NATIONAL UNFFGHM CLAIM COMMITTEE 0805
JP!CA

CMS 500

PICA W

1. MEDICARE . MEDICAID " TRICARE

] CHAMPVA FECA
HAMP ) EALTH PLAN LUHNG
D (Modicara # [3 (Medicatd #) D PN SN L__J {MamberiDg) D o) D s D {#0y

GROUP

OTHER

ia.r_!‘NﬁSUrBED'S 1.D. NUMBER (For Program in lem 1)

s R

8. OTHER INSURED'S NAME {Lzst Name, Firsl Name, Middie Iniial)

2. PATIENT'S NAME {Last Narme, First Name, Middle titlsl) 3. PATIENTSE}RTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle [nitiaf)
- i e WAV VY !:, D ) R - !
L = . " . _]’__ .-i-_-:. M - F . : _- i
5. PATIEN 15 ADDRESS (No.. Streef) 3.PA \ENT mlATIO. P TO INSURED 7. INSUREGTS ADDRESS (No,, Strest)
El - -— : - .
' e Ssnm spoose] Jeraef | omer| ]| - -
Ljom STATE | 8. PATIENT STATUS < ST
3 o BALTIMORE
. singie [ | samed[ | omer| | _
ZIP CODE TELEPHONE (include Area Gode) HP GODE TELEPHONE (Intlude Area Code) ,
A o R S - - Fuil-Time Part-Tims - S S
: ( i -T Employed D Student D Btudent D Lo (

10, 18 PATIENTS CONDITION RELATED TO;

. OTHER INSURED'S POLICY OR GHOUP NUMBER
= .. e

a. EMPLOYMENT? {Gurant or Previous)
Jes [

b. OTHER INSURED'S DATE OF BHHTH 8EX
MM Do Yy

Vo | v

il

b. AUTO ACGIDENT?

[res

J £ . -
c. EMPLOYER'S NAME QR SCHOOL NAME

N
c. OTHER ACCIDENT?

Les [ e

PLACE {State}

11, INSURED'S FOLICY GROUIP OR FECA NUMBER

e. INSURED'S DATE OF BIRTH SEX
. My DI b

0 -
IR I =
.

b, EMPLOYER'S NAME OR SCHOOL NAME

. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OF PROGRAM NAME

1od, RESEAVED FOA LOGAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
E]YES E] HO I yes, retum o and complete item 9 ad,

REAL BAGK OF FORM BEFORE COMPLETING & SIGNING THIS FORHL.
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | althorize the release of eny medical or olnar information necessary
1o process 1hig clalm. | also raquest payment of govermment bonalils eithar to myself or Lo the party who accepts assignment

13, INSURED'S OR AUTHORIZED PERSON'S SIGMATURE [ avthorize
payment of madical bengfits to the undersigned physician or supplier for
senvives desoribed befow,

PATIENT AND INSURED INFORMATION ———o—y |4— GARRIER —

befow.
. v
SIGNED DATE SIGNEDR ‘
14. DATE OF CURREN]: ILLNESS (Flrst symptam) OR 18, IF PATIENT HAS +HAD SAME OR SIMILAR ILLNESS. 1 16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION
MMy ED; ¢Iv ‘ INGURY (Aci:iderz'l[}n(gﬁ GIVE FIRST DATE MM} DDy YY MM ED I \F\’ MM %%c' Yy A
! { PREGNANCY(LMP) . Lo . FROM ! ! . TO A
17, NAME OF REFERRING PROVIDER OR OTHER 50 B. ALIZA DATES RELATED TO SUHRENT BERVICES
URGE : HOSPITMM lﬁglg ATESR e WISy
17h. | NP FROM 1 1 TO ! !
19. AESERVED FOR LOCAL USE 20, QUTSIDE LAB? $ CHARGES
| Clres [T | |
21. DIAGNCSIB OR NATURE OF ILLNEES OR INJURY (Roiate Hems 1, 2, 3or 4 1o SUBMISSION
) . {Rsiate hems of 4 lo fam 24E byUne. j 22 E“.'QEBEA'D RESUBMISS ORIGINAL REF. NO.
L S I
T : 23. PRIOR AUTHORIZATION NUMEER
- .
el l . .4, . .
24°A.  DATE(S) OF BERVICE E. C. | D. PROCEDURES, SEAVIGES, OR SUPFLIES E. F. G, H ] 1 J.
Frotis : To IPLACE OF] {Explain Unusual Gircumsiancas) DIAGNOSIS . - ”S;S Fury| T RENDERING
vy YY {SERVCE| EMA | GPTMCPLS | __MDDIFIER POINTER $ CHARGES UNITS | Sen | OUAL PROVIDER ID. #

i
25. FEDERAL TAX 1.D. NUMBER 88N EIN

L]

26, PATIENT'S AGGOUNT ND,

& QR LASSIGhMENT
YES NO

1
28. TOTAL CHARGE 28, AMDUNT PAID 30. BALANCE DUE
f i i

8 i | i § 1

31, SIGNATURE QF PHYSICIAN OR SURPLIER
INCLUDING DEGREES OR CREDENTIALE
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DHMH DATA ENTRY
WORK REQUEST

BREAST AND CERVICAL CANCER

Document Title/Name: UB04 FORMS (with NDC)
Data Entry Standard Job: CANUBDES

Data Entry Batch Name: N043

Date Delivered to Data Entry: 09 /25 /2009

Number of Documents: 01
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DHMH DATA ENTRY
WORK REQUEST

KIDNEY DISEASE PROGRAM |

Document Tlﬂeﬂ\T ame: MSCELLANEOUS (LABS)
NON MEDICARE :

Data Entry Standard Job: K])PHC_‘FA

Data Entry Batch N ame: K7

Date Delivered to Data Entry: [ 1
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OUTPUT TO FILE:
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2. /] 2 /
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" DHMH DATA ENTRY
WORK REQUEST

KIDNEY DISEASE PROGRAM

Document Title/Name: OUTPATIENT HOSPITAL
MEDICARE

Data Entry Standard Job: KDPUB

Data Entry Batch Name: M5

Date Delivered to Data Entry: / /
Number of Documents :
Fiscal Year:
Date Batched: / .
Prépared. by:
OUTPUT TO FILE:
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MARYLAND MEDICAL ASSISTANCE PROGRAM - -

BATCH CONTROL SHEET Sanpie
) DATA ENTRY CLAIMS C L AL ) .,l T YL

BATCH TYPE (CIRCLE ONE) Force/ Oferride Codes:
ABCDEF _ ..

é’dﬂ\\ - . :) é (IJ ._)j/ \S )

ii } H K L . M , Authorized by:

N )

~ INPUT — — 1 = DATA ENTRY JiN 5.
MEDIA ;3 5 = O.CR. 22 PM.
' AN 23 Py,
BATCH . A :
DATE N ‘{7 2] 71 ATT CHMENTS'%
R [ : OPERATIVE REPORTS

BATCH - . OTHER S
NUMBER ’:}’ AN l :
NUMBER = RETURN TO:
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CLAIM # AT

| 0101]
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CLAIM. # (9'\‘1 (’\i 1
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. _ # . . a3 _A g
BATCH PREPARED BY: : L . L (/-4;
h : | | 7 ] f (/’7 ( s
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. &
BATCH CONTROL FILE ENTRY REVIEWED BY: i ]';EE

KEY ENTRY/O.C.R. OPERATOR ,
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KEY VE .C.R. VERIFIER S—
v RIF[ERIQC : DATE COMPLETED -~
1889822.251.881




Maryland Medical Assistance Program
- ADMISSION AND LENGTH OF STAY CERTIFICATION

B 4

1) H%é-hnﬂorﬁwesf' Wed: cod &dﬂ' |

HOSPITAL (Prnl or Type) " watncal Records Number

3} Patlent: h@g_:ﬁ;% rm“fu E "3"1 . e
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5) Date of Birth; £1-27- 1908 6) Category: - Cle [Zsr 7 Sex:'DM' [E(
9) Actual admission date: -13- ij Actual discharge date: g-10-077

11) REQUEST APPROVAL/CERTIFICATION FOR (Check onej. '~ o
D"!. elactive admission [:] 2, emergency admission E{ retroactive admission

13) PRINCIPAL DiAGNOSIS: 2 5 [ g
15) SECONDARY oenosts: 2 TH. 2
(COMORBIDITY)
345,00, 2¥J.lbd
Admithing, DX 187.03
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. o
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25) DRG _
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© DATE . TELEPHONE ’

FOR AGENT USE ONLY
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MARYLAND MEDICAL ASSISTANCE PROGRAM

BATCH CONTROL SHEET
DATA ENTRY CLAIMS

54;’1 2L

STEPS itemders

BATCH TYPE (CIRCLE ONE)

ABCDETF

FYorce / Override Codes:

BATCH ROUTE REVIEW:
BATCH PREPARED BY:
MICRORILMED BY:

BATCH CONTROL FILE ENTERED BY:
BATCH CONTROL FILE ENTRY REVIEWED BY:

.\‘\ (: i; ;-":"' ’l{“ ) ((\

Y i | -
(GHKLM /&M Rty
INPUT ——— 1 = DATA ENTRY
MEDIA |5 =0CR

Lf |
BATCH — _ : ATTACHMENTS:
DATE R {? CATRE ATTACHMEN
S e SR 1N T Y A 4 OPERATIVE REPORTS
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NUMBER Ly [ L l {1 |
o js'! Wi {
NUMBER ' '
_ RETURN TO:
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. CLAIM # Ayl ]
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Ilarvland Dapaﬂment of Health and Mental Hygiene
_ Adult Evaluation and Review Services {AERS)
Comprehensive Evaluation and Recommended Plan of Care
- STEPS/PASRR Claim and Statistical Form

-
Reimbursement Code 0]t1;

' .. Directions: Flsase enter the correct information and complete ail flems.

Provider Identification: .

« provider Agency Name __KentCounty Health Department ' ' : U —
Provider Agency ID# : , , e B
Client Identification and Information; - ' ) o . 3

3. Cilent's ID2 : — R Tk PG

4, Client's Name- —— . Jamth :’:' I ] lFirsl‘E] t Ih 5 € | ! l I J M L_.

5. Client's Address- : : : Steet |z ;-i ez | Rl ' iRlofajd] |

L cny[W!olrltjo] 1 ! | 1J_|smelg[g|mm[_z_m {7]8]

§ Referral SoUfees o= - o o se i e T - - lllﬂ‘

7. Reason for Refeﬁgt— _ _ ' ﬂwbd atmost 2) L{_)_ng HJl

. ' 0|7

. Location during Evaluation. - I
9. Date of Birth- ) ) ' i Mo-Day-¥t I_O_l_ﬁ_] - B_m - mgm
1. Sex- - ' : ‘ _ Male(h) Female (2) | 2|
11. Race- : —— - . - ‘ - i_2__;
42. Martla! Status-

13. Permanent Liing Arrangament-

14. If nursing home resident, date admitted- - : . -~ Ma-Day-Y7 l_l_J' % | ! I l l
15. CHent's Health Ins. Coverage- , ~jeetoctat most3) |2 L] L—J
16. Client's Primary Source of Heaith Care- ' - )
Program Information: ' S ‘ . -
Date of Referal- . i - - _ Mo-Day-Yr LO_LS_I- M" EJ_”L]
18, Evaluation delayed because dieni no! medically s!ab}e or becduse of approved or chent-related exdenuating c1rcumstanees‘?—--——-—ves [1)Ne (D) U
-~ If yes. date clisnt stabifized or the evaluation was al}owed to procead- - - oeee s T T e Mo-Day-Y7 L_l__.] __L_} LL!
;‘(Gnre explanation on back of this form.) ' .
20. Data of Comprehensive Evaluafion- - ' - Mo-Day-vr | 0|3 - 2_[_5_}- M
21. Clent hospitalized? . ‘ S Yes (1) o
22. Date Multidisciplinary Assessent completed -——— -~ , i Mo-Day-Yr !ﬁ]_fﬂ‘ __L_I \ﬂé.’
23. Date of MHADDA determination? (PAS.ARR nnly) —L I
24. Priar eva!uabunis}? . - L — 2
25, I prior evaluation(s), date of most recent eavaluation S - . . Mo-Day-Yr 1 ! {OJ" 0 ]_9}" ‘ 0 ‘ 3 ]
Muttl-Dlgclgﬁnag Assessment: ' .
26. PRO certified for nursing f"aciﬁly cae? : . . : - - . Yes (1) Mo (2) L2—J
27. if yes, date- N —_— l MO-DEY-.YF LU' LLJ-LJL—J
28. ChentmeetsCOMAR 10.09.30.04 B{1 0) requirements? {See ooding sheet for paragraph) - ~——Yes (1)} No {2) Potential (3) 1_3__' .
29. Is cllant cutrently active Medicald? . SO "~ Yes (1) Na (2) LZJ
. 30,1 yes, MA# — : ‘ N Y o
31. If no, is dlient STEPS financially elighla? ~————— - —— Yes (HNo@NAE 11
Client’s Summary informgﬁon: - ) ' ' . . :
32. Total ADL Score- ‘ : ' = (r]}
Eating (tem 1): |2 ] Transferring (item 2): |2 Dressing ftemay | 1| Batling e &) [__J Tailating (Rem 61 Ii] : '
33. Medical Condifions PFSEnt - - -~ .- e < s moie s o o s o= (S8lECE at most 5) LLLEJM’ 1{ijolsf | |
A OFSOBlIoN?- e e+ @i e e e o= oo Yes (1) Mo (2) Pt 3 LJ

wommendations:

- panotcar S wmmmmyn_a_mmmmu_lmmu_t

36. STEPS Case Management? - - --—w=-=- = R, JEV SRR . Yes {1}No g;z 2
_| DOCUMENT CONYROL NO. - DO HOT WRITE HERE ‘ : : - PLEASE TURN AND SIGN THE BACK OF THIS FORM -
DO NOT ‘ : . ’
WRITE = . . : . .
S . . ) ) ‘ . S DHMH 4288 7000




Adutt Evaiuation and Review Services {AERS)
Comprehensive Evaluation and Recommended Plan of Care
STEPS/PASRR Claim and Statistical Form
Direcfions: Please enter the correct Information and complete all items. '
Reimbursement Cods .. _ _!i,_'l_l

Provider Identiﬂcaé}t':n:
- Provider AgeneyName - Cecil County Health Department
_______________________________________ e ... |7]3]4]0]7]3]|7)0l0]

= Prsider Anency ID¥

?(;_—I- dentification and Information:

B S D LQJ]J 'M'M'M

4.ChentsNeme- _______ tas|Rjo|ble[r|t[s]o|n] | [Fst|Elm|mla] | | | [l |

5.Clents Address- _____ e sreet [111]0[6] IBla i!nlblrl ijdiglel [RId[ | { [ ] ]|
. | ' cty[Plofrlt] |Dle|plos|ilt] [ | | stte [MID zpcose| 2111910 4]

R S 1[4

aram Inf : .o
rrﬂi:ateo:;:f:::g;;_"___;____'_'___'_'"_"__;'__;_’_‘__,__‘_____________;_ ________________ wonay [110)-[211-[0]8
8. Bvaluation delayed because clientnot madically stable, or because of approved or dientrelated extenuahng dretmstances? L. ___ . Yes (1) No {3} |_J
19. ffyes. date dfentstabzﬂzedorthaevaluaﬁonwasaﬂuwediopmwad e e MoDayyr | | |1 | |- L]

¢ explanation on hatk of this form.) " '

-+ ~ofComprehensiveEvaluation . __________ e MoDayxr [ 1]0]-[2{1]-][0]8]
M. Client hosphalized? ___________________ ' :_______H_____”____,,____‘ _____________________ Yes (1) No {2) LJ
ZZDateMmﬁdfsaprnaryAssessmmtcomp]eted ____________________________________________ Mo—Day—Yr“'Ul '2“| !0]81
13, DatsofMHNDDAdetermtnauon?(PASARRmM) __________ e e e !‘v‘-tni‘ax'—‘-’rE Ll - L]
A PHIOP SVRIMBION(SY? . T [2]
2 Pprior evaluaton(s), dats of mostrecentevaluation, . _____ ___..________________ " MoDayyr [1[1]-]2]9]-]0] 7]
Wuiti- DisclgllnagAssessmegl Ca e C
’GPROoerbﬁedfnrnursingfadfdym?_..,____ ___________ ‘__._u__,________%_______________w..___,_' ....... Yesu)NO(Z)u
7. Myes, date- L ______ R S e modayyr [ 1 1-[ | |- | |
BCiia'\tmee!sCOMAR’IOOQ.SOO‘I 13(1 o)mquuemw@eeood‘ngsheetfnrparagaph)_-_-;_;; _______ - Yes (1 )No(z)Potenﬂal@ ‘__f
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